INTRODUCTION
Asthma is a chronic, modern-age disease with a growing incidence rate. Due to that, scientists create some predictions confirming its future development. Yet, regardless of numerous scientific studies on asthma, the medical personnel's extensive expertise and considerable patient awareness, in many cases the condition is still insufficiently controlled [1] [2] [3] [4] [5] [6] . Risky health behaviours among patients, such as exposure to allergens and stress, smoking, irregular drug taking, physical inactivity, exacerbate the condition. Psychosocial resources, for example selfefficacy, social support and acceptance of the condition, might be useful for fighting the disease [4, 5, 6] .
AIM
The aim of this study was to investigate health behaviours among asthmatic patients, to discuss psychosocial resources available and to assess the degree of disease acceptance in order to account for the relationship between the latter two variables.
MATERIAL AND METHODS
The research was conducted in line with the requirements of the Declaration of Helsinki at the Pulmonology Department and Allergy and Autoimmune Diseases Department and in the Pulmonology and Allergy Clinics in Cracow. The study involved some 100 asthma patients, 66% of which were female and 34% were male. Some 41% of patients were aged over 45, 38% were aged 36-45, 19% were aged 26-35; and patients younger than 26 years constituted the smallest group. Most respondents were city residents (67%) and they were professionally active (66%), 45% of respondents had a vocational qualification/college or a university degree, while 42% completed secondary school. Some 38% admitted they experienced asthma symptoms less frequently than once a week; 24% claimed to suffer from them every day with reduced physical activity; 21% said that the symptoms appeared more often than once a week and 17% claimed to experience them every day.
The authors used a questionnaire containing 29 questions designed especially for this purpose; they referred to the symptoms, social support, and factors affecting asthma control. Two standardised research tools were used: Generalised Self-Efficacy Scale (GSES) created by R. Schwarzer and M. Jerusalem, adapted by Z. Juczyński and Acceptance of Illness Scale (AIS) formulated by B.J. Felton, T.A. Revenson and G.A. Hinrichsen, adapted by Z. Juczyński. [7] . The data was then processed in Microsoft Excel 2013. The relationship between the variables was measured with χ² test (chi-square test) in which significant probability level was established at p<0.05.
RESULTS
A bit more than a half of the respondents (52%) considered their self-efficacy average, another 35% deemed it high and only 13% deemed it low. The general self-efficacy factor reached 28.1, which is considered average; (28.2 among women and 28.1 among men) (Tab. 1).
Some 77% of the respondents were non-smokers; more than a half of them (67%) were exposed to allergens. 65% were exposed to an average level of stress, 62% declared they engaged in one physical activity. Only 17% claimed to take medications on a regular basis (Tab. 2).
The chi-square test (significance level p=0.05) proved that the degree of self-efficacy did not exert any substantial influence over the regularity of visits to the pulmonologist and/or an allergist (χ²=1.14; p=0.57) among the respondents, no matter whether they smoked or not (χ²=5.09; p=0.05), if they exposed themselves to allergens (χ²=0.22; p=0.9) or stress (χ²=2.01; p=0.92), and if they took medications regularly (χ²=0.69; p=0.95). However, there was a relationship between one's self-efficacy did influence and patient's physical activity: the higher the degree, the more physically active the respondent was Conclusions. The respondents showed both positive and negative health behaviours. Self-efficacy was a significant predictor/ indicator of physical activity only. There was a significant relationship between the support that the patients received and their acceptance of the disease. Role of psychosocial resources and acceptance of disease in maintaining health with asthma (χ²=15.72; p=0.05). Another significant interdependence was observed between the degree of self-efficacy and asthma exacerbation incidence during the previous year and the number of hospital stays: the higher the incidence rate over the past year (χ²=9.24; p=0.01) and the larger the number of hospital stays (χ²=9.24; p=0.04), the lower the degree of self-efficacy was. Some 43% of the respondents exhibited an average degree of disease acceptance, with women more likely to accept the condition (28.3) than men (26.7) (Tab. 1).
The chi-square test (significance level p=0.05) proved that the degree of self-efficacy did not exert any substantial influence over the regularity of visits to the pulmonologist and/or an allergist (χ²=1.14; p=0.57) among the respondents, no matter whether they smoked or not (χ²=5.09; p=0.05), if they exposed themselves to allergens (χ²=0.22; p=0.9) or stress (χ²=2.01; p=0.92), and if they took medications regularly (χ²=0.69; p=0.95). However, there was a relationship between one's self-efficacy did influence and patient's physical activity: the higher the degree, the more physically active the respondent was (χ²=15.72; p=0.05). Another significant interdependence was observed between the degree of self-efficacy and asthma exacerbation incidence during the previous year and the number of hospital stays: the higher the incidence rate over the past year (χ²=9.24; p=0.01) and the larger the number of hospital stays (χ²=9.24; p=0.04), the lower the degree of self-efficacy was.
Some 43% of the respondents exhibited an average degree of disease acceptance, with women more likely to accept the condition (28.3) than men (26.7) (Tab. 1).
The chi-square test (significance level p=0.05) showed that the degree of disease acceptance exerted a major influence over the disease exacerbation incidence over the past year: the higher the incidence (worse asthma control), the lower the degree of disease acceptance was (χ²=6.51; p=0.02).
The chi-square test (significance level p=0.05) did not reveal any interdependence between the asthma exacerbation incidence rate and the patient's occupation (χ²=12.12; p=0.097). Most respondents (91%) said that they received social support from their families (61%), friends (20%) and neighbours (19%). Nobody declared that they sought support or assistance from institutions or other support services. Some 36% of the patients received informative, 37% emotional, 8% financial and 19% evaluative support. The chi-square test (significance level p=0.05) showed a profound influence of the support the patients received from their loved ones on the degree of illness acceptance: the more support they received the higher the degree of illness acceptance was (χ²=7.71; p=0.02).
DISCUSSION
Experts in the field claim that the rise in asthma to various factors such as bad asthma control or a lack thereof and exposure to allergens [8, 9] . Also, personal resources understood as internal and external opportunities, that have the unit affect its function in disease [4, 5, 6, 10, 11, 12, 13] .
The authors' own research proved that almost all patients engaged in sports (97%), out of which, some 35% of whom practiced sports of more than one kind; walking (62%) and cycling (31%) proved to be the most popular activities. Z. Ziętkowski and his research team [14] examined physical activity patterns in two groups -one of healthy individuals and another of asthma patients. Members of the latter group followed a less active lifestyle than the healthy respondents. Also, most asthmatic patients mentioned walking as physical activity among asthmatic patients since they were convinced that they are doing the right thing, tend to avoid it as physical workout might exacerbate asthma. Yet, this is not the case: only strenuous exercises by people who otherwise rarely engage in any physical activities may deteriorate the condition. The right pharmacological treatment, individual workout programme and relevant knowledge about healthy behaviours might bring about some beneficial results in asthma therapy [14, 15] . The authors of this very research study have revealed a clear interdependence between the degree of self-efficacy and physical activity: the higher the degree, the more likely the patients were to be physically active. Aleksandra Karcz, Anna Majda, Aldona Wróbel, Tomasz Karcz Schwarzer and Fuchs [16] noticed that self-efficacy influences health behaviours in that it prevents uncontrolled sexual intercourse, encourages regular physical workout, helps monitor weight and food-related behaviours and discourages individuals from smoking and other addictions. A research study conducted by Żuralska and her research team [17] also revealed a correlation between self-efficacy and health behaviours: the pensioners in a nursing home who declared a low level of self-efficacy were less likely to engage in physical activities related to preventive medicine, health behaviours or influencing eating habits. The degree of illness acceptance among the respondents in the present study was on an average level -it amounted to 27.7. M. Filanowicz and her research team obtained similar results [5] . The respondents' illness acceptance was also average; their sex and marital status were irrelevant to proper asthma control. In the study by E. Rusin-Pawełek and her research team [18] , which revealed that with better asthma control, the illness acceptance would improve as well. The present study proves that the lower the degree of illness acceptance is, the worse asthma control becomes.
The degree of self-efficacy was also accounted for in the present study and for asthma patients it reached an average level of 28.1. The study showed that there was a crucial interdependence between a low degree of selfefficacy and a higher asthma exacerbation incidence rate. This may mean that there is a need to look for the causes of such a low level of psychosocial resources, for instance with regard to regular drug taking. Usually, the respondents received support from their families and friends. It needs emphasizing that the study participants mentioned neither medical nor healthcare professionals among those who supported them.
The results of the present study, complemented with an analysis of research previously conducted by other authors have led to a conclusion that psychological intervention aimed at boosting illness acceptance and improving psychosocial resources should be included in planning any health education and promotion activities.
CONCLUSION
• Asthmatic patients displayed both positive and negative health behaviours.
• Self-efficacy proved to be an important determining factor, as to whether the patients were physically active.
• The support that the respondents received had a major influence over their acceptance of the illness.
Rola zasobów psychospołecznych oraz akceptacji choroby w zachowaniu zdrowia w astmie WSTĘP Astma to przewlekła choroba cywilizacyjna, której współczynnik zachorowań ciągle rośnie a prognozy na przyszłość nie są korzystne. Pomimo dużej wiedzy personelu medycznego oraz edukacji pacjentów, choroba jest nadal źle kontrolowana w bardzo wielu przypadkach [1] [2] [3] [4] [5] [6] .
Zachowania antyzdrowotne chorych, jak: narażanie się na alergeny i stres, palenie tytoniu, niesystematyczne zażywanie leków, brak aktywności fizycznej, wpływają na zaostrzenia choroby. W walce z chorobą, pomocne mogą być zasoby psychospołeczne, m.in. poczucie własnej skuteczności, wsparcie społeczne oraz akceptacja choroby [4, 5, 6] .
CEL PRACY
Celem pracy było poznanie zachowań zdrowotnych pacjentów z astmą, wskazanie zasobów psychospołecz-nych i poziomu akceptacji choroby oraz zależności między tymi zmiennymi.
MATERIAŁ I METODYKA
Badania przeprowadzono zgodnie z wymogami Deklaracji Helsińskiej w oddziale oraz przychodni Pulmonologii i Alergologii w Krakowie. W badaniach wzięło udział 100 pacjentów chorujących na astmę. Wśród nich znalazło się 66% kobiet oraz 34% mężczyzn. Wiek respondentów przedstawiał się następująco: 41% stanowiły osoby powyżej 45. roku życia, 38% było w przedziale wiekowym 36-45 lat, 19% tworzyły osoby w przedziale wiekowym 26 a 35 lat. Większość respondentów mieszkało w mieście (67%), było aktywnych zawodowo (66%), posiadało wykształce-nie zawodowe (45%) oraz średnie (42%). U 38% badanych objawy astmy występowały rzadziej niż raz w tygodniu, u 24% codziennie z ograniczeniem aktywności fizycznej, 21% twierdziło, że objawy pojawiały się częściej niż raz w tygodniu, 17% miało objawy codziennie.
W badaniach wykorzystano autorski kwestionariusz ankiety składający się z 29 pytań. Zawierał on pytania dotyczące: objawów choroby, udzielanego wsparcia oraz czynników wpływających na kontrolę astmy. Zastosowano dwa wystandaryzowane narzędzia badawcze: Skalę Uogól-nionej Własnej Skuteczności -Generalised Self-Efficacy Scale (GSES) autorstwa R. Schwarzer, M. Jerusalem oraz Skalę Akceptacji Choroby -Acceptance of Illness Scale (AIS) autorstwa B.J. Felton, T.A. Revenson, G.A. Hinrichsen w adaptacji Z. Juczyńskiego [7] . Zebrany materiał został opracowany w programie Microsoft Excel 2013 firmy Microsoft. Zależności pomiędzy zmiennymi badano testem χ² (chi-kwadrat), za istotne przyjęto prawdopodobieństwo testowe na poziomie p<0,05.
WYNIKI
Nieco ponad połowa respondentów (52%) miała przeciętny poziom poczucia własnej skuteczności, wysoki poziom posiadało 35%, a niski jedynie 13%. Współczyn-nik poczucia własnej skuteczności dla ogółu wyniósł 28,1 i był na poziomie przeciętnym, dla kobiet 28,2, dla męż-czyzn 28,1 (Tab. 1). Wśród respondentów 77% to niepalący, ponad połowa (67%) miała kontakt z alergenami. Badani w 65% byli narażeni na stres w średnim stopniu, 62% deklarowało uprawianie jednej aktywności fizycznej. Tylko 17% ankietowanych regularnie zażywało leki (Tab. 2).
Przy pomocy testu chi-kwadrat i poziomie istotności p=0,05 wykazano, że poziom poczucia własnej skuteczności badanych nie wpływał w sposób istotny na regularność wizyt badanych u pulmonologa i/lub alergologa (χ 2 =1,14; p=0,57), na palenie przez nich tytoniu (χ 2 =5,09; p=0,05), na narażanie na alergeny (χ 2 =0,22; p=0,9), na narażenie na stres (χ 2 =2,01; p=0,92), na systematyczne przyjmowanie leków (χ 2 =0,69; p=0,95). Wpływał natomiast istotnie na uprawianie przez nich sportu, czyli wraz ze wzrostem poziomu poczucia własnej skuteczności badanych ich aktywność fizyczna była wyższa (χ 2 =15,72; p=0,05). Wykazano także znamienną zależność pomiędzy poczuciem własnej skuteczności badanych, a zaostrzeniami astmy w ciągu ostatniego roku i liczbą hospitalizacji. Czyli im więcej zaostrzeń choroby wystąpiło w ciągu ostatniego roku u badanych, tym poziom poczucia ich własnej skuteczności był niższy (χ 2 =9,24; p=0,01), im częściej byli hospitalizowani tym poziom ich własnej skuteczności był niższy (p=0,04; χ 2 =9,24). Wśród badanych 43% miało średni poziom akceptacji choroby, kobiety lepiej akceptowały swoją chorobę (28,3) w porównaniu do mężczyzn (26,7) (Tab. 1).
Korzystając z testu chi-kwadrat, przy poziomie istotności p=0,05 wykazano, że poziom akceptacji choroby przez badanych w sposób istotny wpłynął na liczbę zaostrzeń choroby w ciągu ostatniego roku, czyli im więcej zaostrzeń choroby mieli badani (gorsza kontrola astmy), tym poziom akceptacji choroby przez nich był niższy (χ 2 =6,51; p=0,02).
Przy pomocy testu chi-kwadrat oraz poziomie istotności p=0,05 wykazano, że nie istniała zależność pomiędzy zaostrzeniami astmy a wykonywanym zawodem przez 
